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Abstract
Background: Systematic and reliable epidemiological information at population level, preferably
cross-national, is needed for an adequate planning of (end-of-life) health care policies, e.g.
concerning place of death, but is currently lacking. This study illustrates opportunities and
weaknesses of death certificate data to provide such information on place of death and associated
factors in nine European countries (seven entire countries and five regions).
Methods: We investigated the possibility and modality of all partners in this international
comparative study (BE, DK, IT, NL, NO, SE, UK) to negotiate a dataset containing all deaths of one
year with their national/regional administration of mortality statistics, and analysed the availability
of information about place of death as well as a number of clinical, socio-demographic, residential
and healthcare system factors.
Results: All countries negotiated a dataset, but rules, procedures, and cost price to get the data
varied strongly between countries. In total, about 1.1 million deaths were included. For four of the
nine countries not all desired categories for place of death were available. Most desired clinical and
socio-demographic information was available, be it sometimes via linkages with other population
databases. Healthcare system factors could be made available by linking existing healthcare statistics
to the residence of the deceased.
Conclusion: Death certificate data provide information on place of death and on possibly
associated factors and confounders in all studied countries. Hence, death certificate data provide a
unique opportunity for cross-national studying and monitoring of place of death. However,
modifications of certain aspects of death certificate registration and rules of data-protection are
perhaps required to make international monitoring of place of death more feasible and accurate.
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There are several reasons why it is important for public
health policy to study place of death and to gain a better
understanding of the reasons why people die where they
die. The place of death is often regarded as an important
parameter for the quality of the end-of-life [1,2], and there
seems to be a large discrepancy between the preferred and
actual place of death [3,4]. Moreover, as allocation of
means is becoming increasingly important in healthcare
organisation, and as healthcare costs are particularly high
at the end-of-life [5-7], there can be economical motives.
The UK for instance has made policy incentives to allow
more people to die at home if they want to, explicitly
referring to cost-saving effects of home deaths [8]. Many
other countries implemented policy measures to reduce
the number of acute care hospitalisations as a means to
restrict hospital expenditure [9,10].
However, there are a number of deficiencies of place of
death research which make it difficult to compare results
and to draw meaningful conclusions. Previous research
has often been limited with regard to sample size [11-13],
patient population [11,12,14-27] (e.g. only cancer
patients, or only patients in a palliative care program) or
setting [12,13,16,18,19,22,23,25,27,28] (e.g. only in a
home situation), and often did not use appropriate mul-
tivariable statistical models allowing sufficient adjust-
ment for confounders. Because reliable epidemiological
data are necessary for planning, organisation and imple-
mentation of (end-of-life) health care policies, the chal-
lenge is to develop systematic and comprehensive
information at population level [29], eventually serving
for cross-national comparisons,.
Although employed for several studies in USA [19,30-36],
UK [37,38], Japan [39], Italy [40], Denmark [41], and Bel-
gium [42], death certificate data remain underexplored
and underexploited in this context. We wanted to exam-
ine these opportunities on the basis of national/regional
death certificate data in nine European countries (Bel-
gium, Denmark, Italy, The Netherlands, Norway, Sweden,
England, Scotland, Wales), collected within the frame-
work of a collaborative end-of-life care research project
("Dying Well in Europe") among seven European partners
(BE, DK, IT, NL, NO, SE, UK). The research questions we
tried to answer in this article were:
First, what procedure is required to obtain a database of
all deaths of one year containing place of death informa-
tion as well as a number of possibly associated factors,
and are there rules that limit the use of the data?
Second, how well do the death certificate data allow
describing place of death, and possibly associated factors,
indicated as relevant in the literature?
Finally, we will make some recommendations.
Methods
Design
In the course of 2005 and 2006 a database was collected
containing all deaths of the most recent year for seven
entire countries (Denmark, The Netherlands, Norway,
Sweden, England, Wales, Scotland), two regions in Bel-
gium (Flanders and Brussels, the Walloon region being
left out due to a serious lacking behind in death certificate
registration), and three regions in Italy (Emilia Romagna,
Tuscany, Milan). All these regions have an autonomous
public health policy and authority over the death certifi-
cate data.
Besides the place of death, we aimed to include a limited
number of clinical, socio-demographic, residential and
health care system factors, based on factors identified as
relevant in the literature. We therefore drafted a typical
database (table 1), based on recommendations from all
participants to the study. All partners of the study negoti-
ated a dataset maximally resembling this typical database
with their national or regional administration of mortality
statistics, which was to be integrated in one common
European database on deaths. In case variables of the typ-
ical database were not available directly via the mortality
statistics, partners needed to inquire for possibilities to
combine the data register with other registers.
Analysis
Characteristics of the data collection and the collected
data will be described:
- procedure to obtain the data
Table 1: Typical aimed data base, to be negotiated with national 
or regional administration of mortality statistics
1. Year of 
registration
2003
2. Population all deaths (except stillborns) in the whole 
country/region
3. Variables Place of death (hospital, care home, home, other, 
unknown)
Natural vs. non-natural death
Underlying cause of death (ICD-coded)
Age
Sex
Civil status
Living situation/family type
Level of education
Place (country) of birth/Nationality
Municipality of death
Municipality of residence (ZIP code)
(area statistics to be linked to place of residence)Page 2 of 9
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the data file
- place of death information
- other variables, potentially associated with place of
death, available on the death certificate data, or included
via linkage of the death certificate data with other data
files.
Results
Procedure to obtain the data
There were considerable variations in the procedure to
obtain the requested data in the different countries (table
2). Approval of the project, based on a provided project
description, by the agencies responsible for the death cer-
tificate data was sufficient to get the data files in Italy, Bel-
gium, and Scotland. In the Netherlands this was also the
case, but the office's data protection policy to prevent pos-
sible identification of individuals implied some restric-
tions in the use of the data, so that some variables could
not be provided (e.g. marital status, place of residence),
while aggregations needed to be made for others (e.g. age,
cause of death). Data were provided relatively fast in these
countries.
In other countries additional approvals were required next
to those by the agencies responsible for the death certifi-
cate data: in Sweden by the National Board of Health and
Welfare; in Denmark by the Danish Data Protection
Agency (including an additional approval of access to
micro data with a restriction to use the data only within
Denmark); in England/Wales by the Micro release panel;
and in Norway by the data protection agency and by the
Social- and Public Health Department of the Ministry of
Health.
In Denmark, Sweden, England/Wales and Norway, the
time from the order of the data to the delivery exceeded
(sometimes considerably) 6 months. No charges were
asked for the datasets in Belgium (Flanders and Brussels),
and Italy (all three regions). In the Netherlands, England/
Wales and in Scotland the cost price was less than 1,000
euros, in Sweden over 2,500 euros and in Denmark over
3,500 euros.
Most recent year available and total number of deaths on 
the data file
The most recent year of the available full and error-
checked databases -at the time of the initiation of the
study (September 2004)- was 2003 for Flanders(BE),
Brussels(BE), The Netherlands, Norway, Scotland (UK),
and England/Wales (UK); 2002 for Tuscany (IT), Emilia
Romagna (IT), the city of Milan (IT), and Sweden, and
2001 for Denmark.
Total number of deaths ranged from 10,108 in Brussels to
505,341 in England (table 3).
Place of death information
The categories of the place of death variable on the death
certificate data file corresponded in most countries with
the categories that could be marked on the actual death
certificates (table 4). In the Netherlands it was most com-
prehensive, comprising the categories: hospital, psychiat-
ric hospital, nursing home, home for older people, other
institute, own home, and other. On the Belgian file, the
place of death was divided in hospital, care home (which
covers both nursing homes and homes for older people),
home and other (subdivided in workplace, public road, or
a textual specification by the physician). The Scotland
data file comprised hospital (hospital, and joint user),
care homes (residential homes, nursing homes, and con-
tracturals), own home, other institution (prison, and
homes), and other. The England and the Wales file distin-
guished hospitals, psychiatric hospitals, care homes (resi-
dential homes, and nursing homes), own home, and NHS
Table 2: Procedure to obtain the databases
approval data agency approval data protections agency other approval/license restrictions in use
Belgium* X
Denmark X X X X‡
Italy* X
Sweden X X X†
The Netherlands X X
Scotland (UK) X
England/Wales (UK) X X
Norway X X X X
*: comprises all separate regions for Italy, and Belgium
†: data cannot leave European Union
‡: Danish data could initially only be used on-site. After an additional approval of access to micro data, the data could be accessed via internet on 
one personal computer in Denmark, with the data staying on the server of Statistics Denmark.Page 3 of 9
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were grouped in a same category on the death certificate.
However, in three countries the place of death variable on
the dataset did not contain all categories that could be
marked by certifying physicians on the death certificate
[see Additional file 1]. The Italian datasets only made a
distinction between 'home' and 'other', while the category
'hospital' from the death certificate was not recorded. The
Danish data file only distinguished 'hospitals', 'institu-
tions (but not hospitals)', and 'other', while 'home' could
also be marked on the death certificate. In Sweden, place
of death, while a certified variable, was not even recorded
at all on the death certificate data file. However, 'hospital',
'psychiatric hospital' or 'other' could be deduced from the
postcodes of the parish of death, as these institutions have
their own postcodes.
Other variables, potentially associated with place of death
In Belgium and in Italy most desired clinical and socio-
demographic information was directly available via the
countries' death certificate data (table 5). In other coun-
tries the clinical and socio-demographic information
directly available via the death certificate data was more
limited, but in several countries linkages could be made
(via unique identifiers) with other population databases.
The living environment of the deceased was however not
available in Norway, Sweden, and Scotland. In England
and Wales the living environment and the civil status of
the deceased, recorded in census data, were not linked to
the death certificate data due to privacy rules. The level of
education could not be retrieved in The Netherlands and
in the UK, but in England, Wales and Scotland the social
class based on the last occupation (i.e. NS-SEC code) was
available for all deaths below 75 years.
In all countries, the cause of death variable was provided
as an ICD-10 (3 digits) coded variable, except in The
Netherlands and in Italy, where the data protection poli-
cies called for certain aggregation. In these countries we
negotiated to have 27 pre-determined aggregated cause of
death categories, for which we in broad outlines followed
the instruction manual by the U.S. Department of Health
and Human Services [43].
Besides socio-demographic and clinical variables we also
aimed to include a number of residence and healthcare
system characteristics. As the municipality (or the parish,
council, or local authority) of residence was available on
the data files, the variables urbanisation, contextual SES-
measures, and number of hospital beds per 1,000 inhab-
itants were operationalized by linking existing statistics to
this place of residence of the deceased.
Table 4: Available categories of the variable 'place of death' on the death statistics database
Hospital Psychiatric hospital Nursing home Home for older people Other institutes Home Other
Belgium‡ X X* X X
Denmark X X† / X
Italy‡ / X X
Sweden X¶ X / X
The Netherlands X X X X X X X
England & Wales (UK) X X X X X X X
Scotland (UK) X X X X X X X
Norway X** X X** X X
An X indicates categories on the death certificate and on the data file; an/indicates categories on the death certificate but not coded on the datafile
*: One category of 'care home' is given, comprising both nursing homes and homes for older people
†: This is a category 'institution' (comprising all institution, except hospitals)
‡: Comprises all separate regions for Italy and Belgium
¶ not recorded on the death certificate data file, but could be deduced from the postcodes
**: care homes and hospitals are lumped together in one category
Table 3: Total number of deaths on the datafile and year of 
registration
year total number of deaths*
Brussels (Belgium) 2003 10 108
Flanders (Belgium) 2003 57 156
The Netherlands 2003 141 936
Scotland (UK) 2003 58 473
England (UK) 2003 505 341
Wales (UK) 2003 33 810
Norway 2003 42 550
Tuscany (Italy) 2002 39 955
Emilia Romagna (Italy) 2002 45 647
Milan (Italy) 2002 14 247
Sweden 2002 95 064
Denmark 2001 58 355
*: these are all deaths on the datafile, excluding stillbirthsPage 4 of 9
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providing us a database containing the municipality of
residence of the deceased. At our request the inclusion of
the residence characteristics was therefore done in
advance by the Dutch Central Bureau of Statistics.
Discussion
Previous research has demonstrated that death certificates
can be a very useful basis to study and monitor the place
of death in society [30,32,34-37,39,41,42], and can there-
fore be a useful public health tool. This study demon-
strates that it is feasible to conduct cross-national research
on the place of death using death certificate data. How-
ever, the suitability of the data files seems to differ
between countries, and there are country variations in the
difficulty to obtain the necessary data.
While other studies have made cross national compari-
sons of the method of death certification[44], and while
death certificates have been the basis for several cross
national comparisons of cause-specific mortality [45], this
study is, to our knowledge, the first to make a cross-
national evaluation of the suitability of death certificate
data regarding place of death. The study only involved
seven entire countries and five regions, and can therefore
not necessarily be generalized to other countries or
regions. Nevertheless the information is ample enough to
give some insights into the opportunities and the limita-
tions of using death certificate data to study and monitor
the place of death.
Opportunities
Death certificates have a long tradition as health indicator
and as a monitoring tool for public health policy. A major
strength is that of completeness: death certificates allow
describing patterns within a whole population and not
just for a sample. The issue of place of death can be stud-
ied across patient populations and across settings, which
has been indicated as one of the limitations in many of
the previous place of death studies[26]. Our study in nine
countries covers more than 1.1 million deaths. This pro-
vides more statistical power, potentially leading to more
reliable results, and making it is possible to use multivar-
iable statistical models with many associated factors, or to
generate meaningful results for specific subpopulations
(e.g. lung-cancer or HIV patients, low educated people,
specific regions) [42]. As our study demonstrates, most
variables on the death certificate data are available for
researchers. Especially the Italian and Belgian death certif-
icate data provided many variables besides the place of
death. Fewer variables were available directly via the death
certificates in other countries, but linkage with other data-
bases made it possible to include several variables, indi-
cated in the literature as relevant to studying place of
death [15,19,24,26,33,34,36,46-50]. Linkage could be
made with unique identification numbers to include a
number of important socio-demographic variables, or via
the residence of the deceased to include variables such as
health care system statistics or contextual socio-economic
status. In principle there is an even larger potential, via
linkages with other databases, to include additional rele-
vant information (e.g. hospitalisation and individual
Table 5: variables potentially associated with place of death on the data-file
BE* DK IT* SE NL Engl./Wales (UK)* Scotland (UK) NO
Sociodemographic variables
age X X X X X X X X
sex X X X X X X X X
civil status X L X X † X X
living environment/family type of deceased (alone, institute,...) X L L
level of education X L X L L
nationality X L X X L X‡ L
Clinical characteristics
natural vs. non-natural death X X X X X X X X
cause of death X X X X X X X X
Residence characteristics
municipality of death X X X X † X X
municipality of residence X X X X † X X X
urbanisation L X L L L L L X
contextual SES L L L L L L L L
hospital bed rate L L L L L L L L
An X indicates that the variable is on the death certificate and on the death statistics file, an L indicates that the variable was available via linkage with 
other databases
*: Comprises all separate regions for Italy, Belgium, and England/Wales
†: the variable was available, but was not provided to us because of data protection policy
‡: country of birthPage 5 of 9
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beyond place of death towards researching care at the end-
of-life, and might shape good opportunities for health
policy to monitor on how health care resources are allo-
cated within each country and between countries within
Europe. However, this possibility and the implications
this will have on the procedure to use the data for
research, needs further investigation.
Because of the comparability of death certificate data as a
study method throughout time and across different coun-
tries, they facilitate reliable comparison of results. Com-
parison of temporal trends of place of death across
nations, and placed against other mortality trends (e.g.
cause of death, age, living conditions) can for example
potentially allow us to monitor the impact of public
health policy (e.g. implementation of palliative care serv-
ices, reorganization of home care).
Finally, an advantage is that the data are relatively easy to
obtain and at a relatively low cost price (range of 0 to +/-
3500 € in our study).
Weaknesses
Our study shows that there is considerable variation
between countries in the type and comprehensiveness of
information on the death certificate data. The place of
death variable, while certified in all countries, was in sev-
eral countries not or only in a limited way coded on the
death certificate data files. Therefore several countries
only allowed making rough distinctions between dying at
home vs. other, or dying in a hospital vs. other. In The
Netherlands the variable did not appear on the database
before 2003; in Italy only since 2003 in more than 2 cate-
gories.
Additionally, procedures to obtain the data and the rules
of data-protection were sometimes a barrier to easily get
and use the data. The required permissions from different
instances often complicated getting the data and integrat-
ing them into one data file, resulting in long waiting peri-
ods. The privacy and data-protection rules also limited the
use of the data.
Finally, next to well known weaknesses of death certifi-
cates concerning incorrect cause of death certification,
misclassification [51,52] and possible country and time
variation in (mis)classifications (which might be a poten-
tial impediment for comparisons between countries and
over time), another weakness for studying place of death
is that death certificate data do not contain all variables
regarded as relevant in predicting the place of death
[16,46,50,53], such as information about patients' pre-
ferred place of death, or qualitative information about the
dying process (e.g. characteristics of the course of the dis-
ease, the predictability of death, the use or need of a spe-
cific therapy). This can perhaps be overcome by linking
death certificates to other information (e.g. on the quality
of end of life care). In itself, however, death certificate
data, primarily having an administrative purpose and
only secondary a research purpose, remain not well
designed for non-etiological purposes, like monitoring
'good death' or quality of dying [29]. The use of death cer-
tificate data reveals statistical patterns, but does not allow
us to draw conclusions on the choices, behaviours, atti-
tudes, processes, or feelings that underlie or precede these
patterns [30].
Conclusion
Based on our findings, we believe that death certificate
data are certainly a useful tool to give good insight in place
of death in relation to other factors in a cross-national per-
spective and an ideal basis to interpret complementary
qualitative and epidemiological studies. However, in
order to make international monitoring of place of death
more feasible and accurate, improvements are recom-
mended:
1. A minimum set of variables should be (made) available
[42]. Next to the place of death variable (with at least the
categories hospital, care home, and own home), age, sex,
cause of death (in ICD10 codes, or in detailed aggrega-
tions), and living situation (e.g. single, in household, in
institution) and/or marital status should be minimally
available to construct an appropriate statistical model
(controlling satisfactory for confounders). This set can be
elaborated with other variables (e.g. socio-economic sta-
tus, hospital bed rate) that are highly relevant to monitor
specific target populations and specific associated factors.
2. We suggest therefore to make modifications on aspects
of the death certificates, for example by striving for more
standardization in the 'place of death' variable, and by
regularly modifying the place of death variable according
to developments in the patterns of dying in our society
(e.g. providing a category of 'hospice'). In the light of
monitoring how health care resources are allocated distin-
guishing patients dying in a regular inpatient facility or in
a highly equipped intensive care unit might be opportune.
Also modifications in the coding of the death certificates
can be considered, for example by the coding of all certi-
fied information on place of death.
3. Well-thought-out procedures to link death certificate
information with other databases might not only preclude
duplicate registration of certain variables, but also possi-
bly increase the reliability of the data (as we can not expect
physicians to accurately provide all kinds of information
on the patient) and at the same time prevent unnecessar-
ily burdening certain informants (e.g. if personal informa-Page 6 of 9
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bereaved family member).
4. Finally, we also suggest some modifications in the pro-
cedures to get permission to use the death certificate data
for research purposes. The collection of death certificates
is primarily driven by an administrative purpose. National
laws and regulations regarding collection and dissemina-
tion of death certificate have often been drafted accord-
ingly and therefore often limit dissemination of these data
for other purposes (e.g. research). Increasing privacy
measures additionally limit this kind of dissemination of
data. Although a thorough scrutinising of an application
is surely required in order to protect confidentiality, addi-
tional protective requirements should be proportional to
the possible harm individuals might suffer from a possi-
ble (ab)use of the data [54]. More standardisation in the
procedures to get permission to use death certificate data
for research purposes is required, and ideally one (central-
ised) authorisation should be sufficient. This may require
including additional specifications for research use of the
data in existing laws and regulations. Nevertheless, if the
useful opportunity to include information via linkage
with other data sources (e.g. discharge records) will be
increasingly employed, a good balance will have to be
sought between the protection of personal data (and safe-
guarding of anonymity) on the one hand, and the diffi-
culty of the procedure to get permission for the data on
the other hand. To facilitate cross national comparative
studies, the manner in which these privacy rules are
applied for research can best be discussed in an interna-
tional context.
Abbreviations
BE: Belgium
DK: Denmark
IT: Italy
NL: The Netherlands
NO: Norway
SE: Sweden
SES: Socio-economic status
UK: United Kingdom
ICD: International Classification of Diseases
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
All authors have contributed to the design of the study
and to the data-collection in their own country. JC was
responsible for the integration of all data and prepared a
first draft of this article. All authors have been involved in
critically revising the first draft and read and approved the
final manuscript.
Additional material
Acknowledgements
This study was supported by a grant of Brussels Capital-Region. The funding 
source did not have any role in the study design; in the collection, analysis, 
and interpretation of the data; in the writing of the report; or in the deci-
sion to submit the paper for publication. The authors' work was independ-
ent of the funders.
The contents of this article were part of the Dying Well in Europe project. 
The following persons contributed to the preparations for this project:
Italy: Antonio Russo (Local Health Authority of Milan), Alessia Furini 
(Servizio Sanità Pubblica Assessorato alla Sanità Regione Emilia-Romagna), 
Lucia Giovannetti (Regional Mortality Register Regione Toscana); United 
Kingdom: Alison O'Callaghan (School of Nursing and Midwifery, Southamp-
ton University), Geoffrey Hanks (Department of Palliative Medicine, Uni-
versity of Bristol); Norway: Finn Guttvik (Norwegian University of Science 
and Technology Trondheim); The Netherlands: Bregje Onwuteaka-
Philipsen (VU University medical centre Amsterdam).
We also want to acknowledge the offices providing the data files: Belgium: 
Preventive and Social Heath Care Division of the Ministry of Flanders (Flan-
ders); Observatory of Health and Well-being (Brussels); Denmark: Statis-
tics Denmark; Italy: Local Health Authority of Milan (city of Milan); Local 
Health Authority of Region Emilia-Romagna (Emilia-Romagna); Regional 
Mortality Register of Region Tuscany (Tuscany); Sweden: Statistics Sweden; 
The Netherlands: Statistics Netherlands, UK: Statistics Scotland (Scotland), 
Office for National Statistics (England and Wales); Norway: Statistics Nor-
way.
References
1. Mezey M, Dubler NN, Mitty E, Brody AA: What impact do setting
and transitions have on the quality of life at the end of life and
the quality of the dying process?  Gerontologist 2002, 42 Spec No
3:54-67.
2. Teno JM, Clarridge BR, Casey V, Welch LC, Wetle T, Shield R, Mor
V: Family perspectives on end-of-life care at the last place of
care.  JAMA 2004, 291:88-93.
3. Higginson IJ, Sen-Gupta GJ: Place of care in advanced cancer: a
qualitative systematic literature review of patient prefer-
ences.  J Palliat Med 2000, 3:287-300.
Additional File 1
Appendix DCs of all countries. This additional file presents the death cer-
tificate forms used to certify deaths (at the time of the study) in Belgium, 
Denmark, Italy, The Netherlands, Sweden, Norway, England and Wales, 
and Scotland.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1471-
2458-7-283-S1.pdf]Page 7 of 9
(page number not for citation purposes)
BMC Public Health 2007, 7:283 http://www.biomedcentral.com/1471-2458/7/2834. Tang ST, McCorkle R: Determinants of congruence between
the preferred and actual place of death for terminally ill can-
cer patients.  J Palliat Care 2003, 19:230-237.
5. Luce JM, Rubenfeld GD: Can health care costs be reduced by
limiting intensive care at the end of life?  Am J Respir Crit Care
Med 2002, 165:750-754.
6. Higginson IJ, Koffman J: Public health and palliative care.  Clin Ger-
iatr Med 2005, 21:45-55, viii.
7. Miller SC, Intrator O, Gozalo P, Roy J, Barber J, Mor V: Govern-
ment expenditures at the end of life for short- and long-stay
nursing home residents: differences by hospice enrollment
status.  J Am Geriatr Soc 2004, 52:1284-1292.
8. House of Commons Health Committee: Palliative Care. Fourth
Report of Session 2003–04. Volume 1.  London, House of Com-
mons; 2004. 
9. Kroneman M, Siegers JJ: The effect of hospital bed reduction on
the use of beds: a comparative study of 10 European coun-
tries.  Soc Sci Med 2004, 59:1731-1740.
10. Dudgeon DJ, Kristjanson L: Home versus hospital death: assess-
ment of preferences and clinical challenges.  CMAJ 1995,
152:337-340.
11. Axelsson B, Christensen SB: Place of death correlated to socio-
demographic factors. A study of 203 patients dying of cancer
in a rural Swedish county in 1990.  Palliat Med 1996, 10:329-335.
12. Schrijvers D, Joosens E, Vandebroek J, Verhoeven A: The place of
death of cancer patients in Antwerp.  Palliat Med 1998,
12:133-134.
13. Van den Eynden B, Hermann I, Schrijvers D, Van Royen P, Maes R,
Vermeulen L, Herweyers K, Smits W, Verhoeven A, Clara R,
Denekens J: Factors determining the place of palliative care
and death of cancer patients.  Support Care Cancer 2000, 8:59-64.
14. Gomes B, Higginson IJ: Factors influencing death at home in
terminally ill patients with cancer: systematic review.  BMJ
2006, 332:515-521.
15. Ahlner-Elmqvist M, Jordhoy MS, Jannert M, Fayers P, Kaasa S: Place
of death: hospital-based advanced home care versus conven-
tional care. A prospective study in palliative cancer care.  Pal-
liat Med 2004, 18:585-593.
16. Brazil K, Bedard M, Willison K: Factors associated with home
death for individuals who receive home support services: a
retrospective cohort study.  BMC Palliat Care 2002, 1:2.
17. Brettle RP, Morris S, Epton V: Patients with HIV dying in Edin-
burgh: an audit of preference and place of death.  Int J STD AIDS
1995, 6:221-222.
18. Bruera E, Russell N, Sweeney C, Fisch M, Palmer JL: Place of death
and its predictors for local patients registered at a compre-
hensive cancer center.  J Clin Oncol 2002, 20:2127-2133.
19. Bruera E, Sweeney C, Russell N, Willey JS, Palmer JL: Place of death
of Houston area residents with cancer over a two-year
period.  J Pain Symptom Manage 2003, 26:637-643.
20. Cardenas-Turanzas M, Grimes RM, Bruera E, Quill B, Tortolero-Luna
G: Clinical, sociodemographic, and local system factors asso-
ciated with a hospital death among cancer patients.  Support
Care Cancer 2005.
21. Carroll DS: An audit of place of death of cancer patients in a
semi-rural Scottish practice.  Palliat Med 1998, 12:51-53.
22. Fukui S, Kawagoe H, Masako S, Noriko N, Hiroko N, Toshie M:
Determinants of the place of death among terminally ill can-
cer patients under home hospice care in Japan.  Palliat Med
2003, 17:445-453.
23. Fukui S, Fukui N, Kawagoe H: Predictors of place of death for
Japanese patients with advanced-stage malignant disease in
home care settings: a nationwide survey.  Cancer 2004,
101:421-429.
24. Grundy E, Mayer D, Young H, Sloggett A: Living arrangements
and place of death of older people with cancer in England
and Wales: a record linkage study.  Br J Cancer 2004, 91:907-912.
25. Izquierdo-Porrera AM, Trelis-Navarro J, Gomez-Batiste X: Predict-
ing place of death of elderly cancer patients followed by a
palliative care unit.  J Pain Symptom Manage 2001, 21:481-490.
26. Temkin-Greener H, Mukamel DB: Predicting place of death in
the program of all-inclusive care for the elderly (PACE): par-
ticipant versus program characteristics.  J Am Geriatr Soc 2002,
50:125-135.
27. Tiernan E, O'Connor M, O'Siorain L, Kearney M: A prospective
study of preferred versus actual place of death among
patients referred to a palliative care home-care service.  Ir
Med J 2002, 95:232-235.
28. Tang ST: Influencing factors of place of death among home
care patients with cancer in Taiwan.  Cancer Nurs 2002,
25:158-166.
29. Singer PA, Wolfson M: "The best places to die".  BMJ 2003,
327:173-174.
30. Brown M, Colton T: Dying Epistemologies: an analysis of home
death and its critique.  Environment and Planning A 2001,
33:799-821.
31. Buechner JS: Trends and patterns in place of death, 1989-2000.
Med Health R I 2002, 85:289-290.
32. Flory J, Yinong YX, Gurol I, Levinsky N, Ash A, Emanuel E: Place of
death: U.S. trends since 1980.  Health Aff (Millwood ) 2004,
23:194-200.
33. Hansen SM, Tolle SW, Martin DP: Factors associated with lower
rates of in-hospital death.  J Palliat Med 2002, 5:677-685.
34. Mitchell SL, Teno JM, Miller SC, Mor V: A national study of the
location of death for older persons with dementia.  J Am Geriatr
Soc 2005, 53:299-305.
35. Polissar L, Severson RK, Brown NK: Factors affecting place of
death in Washington State, 1968-1981.  J Community Health
1987, 12:40-55.
36. Weitzen S, Teno JM, Fennell M, Mor V: Factors associated with
site of death: a national study of where people die.  Med Care
2003, 41:323-335.
37. Lock A, Higginson I: Patterns and predictors of place of cancer
death for the oldest old.  BMC Palliat Care 2005, 4:6.
38. Higginson IJ, Astin P, Dolan S: Where do cancer patients die?
Ten-year trends in the place of death of cancer patients in
England.  Palliat Med 1998, 12:353-363.
39. Yang L, Sakamoto N, Marui E: A study of home deaths in Japan
from 1951 to 2002.  BMC Palliat Care 2006, 5:2.
40. Costantini M, Balzi D, Garronec E, Orlandini C, Parodi S, Vercelli M,
Bruzzi P: Geographical variations of place of death among Ital-
ian communities suggest an inappropriate hospital use in the
terminal phase of cancer disease.  Public Health 2000, 114:15-20.
41. Aabom B, Kragstrup J, Vondeling H, Bakketeig LS, Stovring H: Popu-
lation-based study of place of death of patients with cancer:
implications for GPs.  Br J Gen Pract 2005, 55:684-689.
42. Cohen J, Bilsen J, Hooft P, Deboosere P, Wal G, Deliens L: Dying at
home or in an institution Using death certificates to explore
the factors associated with place of death.  Health Policy 2006,
78:319-329.
43. Instruction Manual. Part 9. ICD-10 Cause-of-Death Lists for
Tabulating Mortality Statistics (Updated October 2002 to
include ICD codes for Terrorism Deaths for data year 2001
and WHO updates to ICD-10 for data year 2003).  Edited by:
U.S.Department of Health and Human Services CDCPNCHS. Hyatts-
ville, Maryland; 2002. 
44. Das C: Death certificates in Germany, England, The Nether-
lands, Belgium and the USA.  Eur J Health Law 2005, 12:193-211.
45. Hijar M, Chu LD, Kraus JF: Cross-national comparison of injury
mortality: Los Angeles County, California and Mexico City,
Mexico.  Int J Epidemiol 2000, 29:715-721.
46. Grande GE, Addington-Hall JM, Todd CJ: Place of death and
access to home care services: are certain patient groups at a
disadvantage?  Soc Sci Med 1998, 47:565-579.
47. Mor V, Hiris J: Determinants of site of death among hospice
cancer patients.  J Health Soc Behav 1983, 24:375-385.
48. Pritchard RS, Fisher ES, Teno JM, Sharp SM, Reding DJ, Knaus WA,
Wennberg JE, Lynn J: Influence of patient preferences and local
health system characteristics on the place of death. SUP-
PORT Investigators. Study to Understand Prognoses and
Preferences for Risks and Outcomes of Treatment.  J Am Ger-
iatr Soc 1998, 46:1242-1250.
49. Tolle SW, Rosenfeld AG, Tilden VP, Park Y: Oregon's low in-hos-
pital death rates: what determines where people die and sat-
isfaction with decisions on place of death?  Ann Intern Med 1999,
130:681-685.
50. Gallo WT, Baker MJ, Bradley EH: Factors associated with home
versus institutional death among cancer patients in Con-
necticut.  J Am Geriatr Soc 2001, 49:771-777.
51. McKelvie PA: Medical certification of causes of death in an
Australian metropolitan hospital. Comparison with autopsy
findings and a critical review.  Med J Aust 1993, 158:816-1.Page 8 of 9
(page number not for citation purposes)
BMC Public Health 2007, 7:283 http://www.biomedcentral.com/1471-2458/7/283Publish with BioMed Central   and  every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
52. Nielsen GP, Bjornsson J, Jonasson JG: The accuracy of death cer-
tificates. Implications for health statistics.  Virchows Arch A
Pathol Anat Histopathol 1991, 419:143-146.
53. Higginson IJ, Jarman B, Astin P, Dolan S: Do social factors affect
where patients die: an analysis of 10 years of cancer deaths
in England.  J Public Health Med 1999, 21:22-28.
54. Nilstun T, Cartwright C, Lofmark R, Deliens L, Fischer S, Miccinesi G,
Norup M, Van Der HA: Access to Death Certificates: What
Should Research Ethics Committees Require for Approval?
Ann Epidemiol 2006, 16:281-284.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2458/7/283/pre
pubPage 9 of 9
(page number not for citation purposes)
